Introduction
The prevalence of food allergies in children is known to be on the rise in the United States. 1, 2 The Jewish population has been of specific interest in the area of food allergy due to numerous investigations in Jewish populations in both England and Israel. 1, 3, 4 Specifically, it was found that rates of food allergy in Jewish populations in Israel were markedly lower than Jewish populations in England. 4 There has not been any investigation of the epidemiology of food allergy in Jewish populations in the United States. The purpose of this pilot study was to investigate and describe the prevalence of and experiences with food allergy in a Jewish population in the United States.
Methods
A survey regarding pediatrics allergies, other atopic conditions, and lifestyle was sent electronically to nonspecific membership email listservs of Orthodox synagogues in an area with primarily a Jewish population in Pikesville, Maryland. Parents responded on behalf of their children. Data were organized and extracted from survey responses using Tableau version 8.3 and transferred into STATA 13.1 for statistical analysis. The study was approved by the institutional review board at Boston Children's Hospital.
Results
A total of 65 surveys were voluntarily completed and returned. The mean age of the children was 4.1 years (median = 3 years, range = 0-17). Within this sample, 24 (37%) children were reported as having at least one food allergy with milk (n = 12, 18%), peanut (n = 10, 15%), and egg (n = 9, 14%) being the most common. Of the children with a report of food allergy, only 71% of them reported having formal allergy testing in the past. A history of an anaphylactic reaction to foods was reported in 21% (n = 5) of the children reporting food allergies. All respondents except for one had mothers and fathers with a high school degree or higher; however, 30% (n = 7) of food allergic children had parents reporting "no knowledge" of epinephrine autoinjector. A summary of the demographics is shown in Table 1 .
This study also evaluated the following factors as predictive variables: gender, heritage, parental education, household income, animal fat consumption, vitamin D supplementation, and maternal fruit and vegetable consumption during pregnancy. Households making more than US$75, 000 a year had twice the proportion of food allergy compared with households making less than US$75, 000 (61% vs 30%, P = .03). None of the other factors were associated with the presence of food allergy.
Discussion
This pilot study utilized surveys to investigate and describe food allergy epidemiology in a Jewish population in the United States. Although community-targeted research has been utilized for years, 5, 6 few studies have been conducted in a Jewish community and none in the United States. A recent estimate of childhood food allergy prevalence in the United States is approximately 8%. 7 In contrast, our survey discovered that 37% of respondents in a Jewish population reported food allergy. Admittedly, these high rates may be due to nonresponse bias; however, these preliminary numbers indicate enough of a concern that this population should be further investigated. Higher rates of food allergy in this population could be due to different dietary practices including keeping a kosher diet or higher rates of atopy in general.
We discovered a few interesting findings when focusing only on the respondents with reported food allergy. For example, 21% of these children were reported to have an anaphylactic reaction to food in the past. Given the rate of reported anaphylaxis within this community, we were interested in the knowledge regarding proper epinephrine autoinjector usage in this population. In a US survey of 38 480 children, 38.7% of those that reported food allergy had a history of severe reactions. 7 A previous study conducted on children noted that only 8% of parents of children who had anaphylaxis reported they had administered epinephrine autoinjector to their child. 8 In our survey, almost one third (30%) of the families with a child with reported food allergy answered that they had "no knowledge" of how to use an epinephrine autoinjector. Other retrospective studies confirm underuse of epinephrine, as well as inappropriate dosing or administration. While there are studies demonstrating many parents incorrectly use the autoinjector when formally evaluated, 9 the expression of "no knowledge" in so many families raises concern. This possibly suggests an area for targeted education within this specific community. Finally, we documented that 29% of the children reported to have food allergy had never had formal allergy testing. If this finding is supported on future large-scale trials within this community, then this would indicate the need for increased community education regarding allergies and atopic conditions in general.
There are limitations to this small pilot study. Most important, all of the data were collected by survey. As a result, nonresponse bias could distort the true prevalence of food allergies within this community. Furthermore, we did not have clinical visits or formal testing to confirm the reported diagnosis of food allergy in these children. These 2 factors likely led to our discovered rate of food allergy (37%) to be higher than the true rate of food allergy within this community.
Conclusion
This pilot study is the first investigation of food allergy prevalence in a Jewish population within the United States and found a high rate of reported food allergies. Regardless of limitations, these concerning rates signal a need for future studies to investigate the true prevalence within this unique community and evaluate possibly associated societal factors. These results may warrant targeted education and specific interventions within this community.
